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Siaphlyococcus aureus is especially virulent and may produce a cellulitis
and lymphangitis not unlike those seen in streptococcal infections. The
well known predilection of this organism for bones v-ill naturally
arouse a suspicion of bone involvement, A lymphangitis can. however,
usually be accepted as e\idence of a streptococca! infection, especiall)
if it is associated with a rather wide-spread local infection which
displays little tendency to localization or to suppuration. Sometimes,
when a wound is already present, the organism may be identified by
bacteriological methods, and if possible this should be done. More
frequently, the nature of the infection must be decided from clinical
observation only. In the presence of 1> mphangitis, lymphadenitis, high
temperature, and rigors, the infection may be assumed to be srrepto-
coccal, and treatment instituted according!}. If involvement of bones
or joints is suspected, a radiograph should always be taken before the
diagnosis is considered complete.
It cannot be too strongly urged that the preliminary examination
should be thorough, for only in this wa\ can a complete picture of the
case be formed, without which efficient treatment is impossible. In the
majority of people the hand is the most important part of the body
from, the economic point of \iew, and its disablement usually results
in a very severe limitation of the owner's ability to remain an active,
self-supporting individual.
The classification of infections of the hand and fingers according to
the structures first invaded, e.g. subungual whitlow, conveys an idea of
isolated lesions which is quite opposed to the great tendency which
these infections show to spread rapidly. Such a view is apt to lull the
practitioner into an unjustifiable sense of surgical security, which may
cause delay in proper treatment and have tragic results.
(5)—Treatment
(a) Prophylaxis
It has been pointed out that many of these cases arise from wounds Prevention
and injuries, so that, except for certain difficulties already considered,
it would appear feasible to prevent the complication of infection in a
large number of cases. In the hand, with, its anatomical complexity and
the contraction and retraction of structures after division, this will only
be achieved when it is more widely appreciated that it is an error to
attempt immediate closure. Most of these wounds are quite incapable
of complete immediate sterilization, and they should therefore be left
widely open and packed lightly with antiseptic gauze (flavine) after a
preliminary cleaning up. A few days later a secondary suture can be
attempted without fear of gross infection. Divided structures may have
an identifying suture passed through them, to prevent retraction and to
aid in recognition at the secondary suture. The punctured wounds, e.g.
those produced by needles, present a different problem in prophylaxis.
If the penetration is known to be of very limited extent, it may be
proper to attempt sterilization by the passage, along the track, of the

